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ABSTRACT 



This report focuses on the first goal of the National 
Education Goals- -that all children will arrive at school ready to learn. The 
report presents data indicating the status of young children at the start of 
the three year "I Am Your Child’ 1 campaign, and the progress of the nation and 
states toward meeting the health, family, and preschool objectives associated 
with Goal One. These data are supplemented with new information about 
children from birth to age 2. Part 1 of the report discusses the policy 
context of Goal One, and the need for immediate action in ensuring the 
welfare of young children. Part 2 of the report presents data related to 10 
social indicators: (1) prenatal care,* (2) birthweight; (3) children's health 

index; (4) immunizations; (5) family-child reading; (6) other family-child 
language and literacy activities; (7) support for families of preschoolers; 

(8) preschool participation; (9) quality of preschool centers; and (10) the 
quality of home-based preschool settings. (JPB) 
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G©$l H: to Leaim 

By the year 2000, all children in America 
will start school ready to learn . 

Objectives: 

0 All children will have access to high-quality and developmentally appropriate 
preschool programs that help prepare children for school. 

H Every parent in the United States will be a child’s first teacher and devote time 
each day to helping such parent’s preschool child learn, and parents will have 
access to the training and support parents need. 

H Children will receive the nutrition, physical activity experiences, and health 
care needed to arrive at school with healthy minds and bodies, and to maintain 
the mental alertness necessary to be prepared to learn, and the number of low- 
birthweight babies will be significantly reduced through enhanced prenatal 
health systems. 







Part 1, Introduction 

The National Education Goals Panel believes that all children should 
start school ready to learn and that the success of the nation rests squarely 
on our ability to do well by the very young. In 1990, the President and 
state Governors established their first National Education Goal: that by 
the year 2000, all children in America will start school ready to learn. In 
1997, a broad coalition of educators, community activists, and early child- 
hood advocates and specialists launched a 3-year public engagement cam- 
paign, 1 Am Your Child , to increase public support to do better by our 
youngest children, from birth to age 3. 

The Goals Panel applauds that campaign and supports it by issuing this 
special report, its first ever focused on a single Goal. In it are data indicat- 
ing the status of young children at the start of the 3 -year I Am Your Child 
campaign and the progress of the nation and states at meeting the health, 
family, and preschool objectives associated with Goal L 



Policy Context 

All parents want the best for their children, and all communities want 
good outcomes for the children and families who live there. Traditionally, 
families have provided the early care and education for their children that 
their parents provided for them. When parents needed help, the extended 
family and friends did their best to provide it. 



Changes in the patterns of our private lives have created an urgency to 
provide a better and more comprehensive system of care and early educa- 
tion for young children. Fewer children live in families with two parents. 
Significant numbers of young children live in poverty, with inadequate 
health care, or in families contending with social conditions and parental 
choices that put substantial stress on the adults and children involved. 

A majority of parents now work full- or part-time outside the home before 
their children begin school, and the dual demands to be good parents and 
q^d workers are not easily balanced. A majority of children under 3 
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spend substantial amounts of time outside their own homes, cared for by 
non-relatives, as their parents, in rich and poor families alike, juggle their 
responsibilities. 

As a result, the demand for child care and early education has grown 
dramatically. This demand is likely to increase for two reasons. First, 
demographic trends indicate that the numbers of preschool-aged children 
with mothers in the workforce are likely to increase. Second, new welfare 
policies which require all able-bodied adults to enter the workforce within 
a few years of welfare receipt — including those with young children — 
are also likely to increase the demand for early care and education. 

Most families make provision for the care of their children at consider- 
able financial and emotional cost to themselves. Transporting young chil- 
dren to and from child care and making alternative provisions for them 
when they are sick have becorrn familiar demands on young families. 

The costs of early care and edu ation are subsidized only for low-income 
families, and these costs fall on most families at the beginning and most 
poorly paid stage of their work lives. 

Even then, it is not easy to find openings in good early care programs. 
Only a percentage of those who qualify for Head Start are served by the 
program. Many states and religious groups provide additional programs 
for low-income children, but only rarely are the preponderance of eligible 
children in a community served. Even those able to pay can have difficul- 
ty finding facilities in which they can be certain of a high-quality program 
— those that early childhood experts consider to have adequate staff 
training, group size, and adult-to-child ratios. 

Popular attitudes are in transition regarding the importance of these 
issues and how best to deal with them. The care of young children has 
always been seen as important in shaping the kinds of adults that children 
become. Research in child development, language acquisition, cognitive 
development, and, more recently, early brain development, all reinforce 
the view that children’s earliest experiences influence the course of their 
subsequent development. How they are nurtured — talked with, played 
with, responded to, allowed to explore, and encouraged to express them- 
selves — is formative for subsequent learning and the kinds of people they 
will be. 

Despite increased awareness that the quality of children’s earliest interac- 
tions with adults matter enormously, mothers’ helpers and child care 
workers are typically very poorly paid, in part because the day-to-day labor 
involved has been seen as mindless and unskilled. Because the care of 
young children is so clearly thought to be the responsibility of their par- 
ents, the provisions that parents have made for this care when it occurs 
outside the home have not been overseen or supported by any external 
agency. Distinctions between the roles of baby-sitters, day care workers, 



and preschool teachers are vaguely understood, and the need for training 
and professional development for staff and licensing of centers has only 
recently been recognized. The resulting pattern of current child care is a 
hodgepodge of ad hoc arrangements without coherence or quality control 



Tim© for Action 

A consensus is emerging that this hodgepodge is intolerable. The first 
National Education Goal and the 1 Am Your Child campaign urge that 
the welfare of young children be made an immediate priority. Aggressive 
action is needed to improve the current system. 

In order to succeed, serious barriers will have to be overcome. The 
current system is fragmented among a staggering number of federal, 
state, and local agencies with varying eligibility and staff requirements; 
program rules and regulations; and accountability mechanisms. Old fund- 
ing sources are insufficient to meet current demands. Part-day, part-year 
programs serving only 3- to 5-year-olds need to be modified to meet the 
needs of parents in the workforce. New ways are needed to support fami- 
lies and ensure their access to health care for their children. While both 
the K-12 and higher education systems have developed public/private 
oversight bodies, no equivalent governance structures exist for a commu- 
nity's early childhood programs. 

Policymakers are taking action. States are expanding traditional program 
services for young children, seeking new ways to make them accessible 
and affordable, and developing mechanisms to remove barriers and assure 
higher quality and more flexible and comprehensive services for families 
and children at the local level. Some communities are forming local coun- 
cils parallel to local school boards to coordinate and oversee services for 
preschool-aged children in their communities. 

Hundreds of local, state, and national organizations concerned about 
young children have joined the 1 Am Your Child campaign to increase 
public awareness of the importance of the first years of life and to urge 
further action to improve the conditions of children from birth to age 3. 
The campaign urges parents of young children to be warm, loving, and 
responsive; respond to the child’s cues and clues; talk, sing, and read to 
your child; establish rituals and routines; encourage safe exploration and 
play; make television watching selective; use discipline as an opportunity 
to teach; recognize that each child is unique; choose quality child care 
and stay involved; and take care of yourself. With private corporate funds, 
the campaign expands upon these themes in a booklet and video for par- 
ents, a CD-ROM, and other materials that are available by writing 1 Am 
YourChild y 1010 Wisconsin Avenue, NW, Suite 800, Washington, DC 
20007, or by calling 202-338-4385. 



Hundreds of early childhood specialists have developed a report, Not 
By Chance: Creating an Early Care and Education System for American 
Children , to express a long-range vision for the early care and education 
field. Composed of eight policy recommendations, the report addresses 
ways to improve program quality, the training and credentialing of work- 
ers, and the regulation, financing, and governance of the field. Copies of 
the report will be available in the fall of 1997. For further information, 
contact the Bush Center in Child Development and Social Policy, Yale 
University, 310 Prospect Street, New Haven, CT 06511-2188, telephone 
203-432-9931. 

Measuring Results 

What effects will such efforts have? The campaign can already point to an 
impressive array of products and coordinated public information activities, 
from repeat broadcasts of the hour-long ABC 1 Am Your Child special to a 
special edition of Newsweek on “Your Child from Birth to Three.” Comple- 
menting these activities, the Goals Panel reports data every year about the 
welfare of children. Part 2 of this report, Indicators of the Well-Being of 
Young Children, explains how the Goals Panel measures the current 
status of children and the progress that the nation and states are making 
to improve their well-being; what these data now show; and the direction 
in which these indicators must change to measure the results of the I Am 
Your Child campaign and the efforts of the National Education Goals 
Panel. 
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TIPS FOR PARENTS 



1. Be warm, loving, and responsive. When children receive warm, 
responsive care, they are more likely to feel safe and secure 
with the adults who take care of them. 

2. Respond to the child's cues and clues. Recognize and respond 

to the sounds, movements, and expressions that your child makes. 

This will help you build secure attachments. 

3. Talk, sing, and read to your child. All of these interactions help your 
child's brain make the connections it needs for growth and later learning. 

4. Establish rituals and routines. Teach your child to know when it's time 
for bed by developing routines such as singing a song and pulling the 
curtains — daily routines and rituals associated with pleasurable feelings 
are reassuring for children. 

5. Encourage safe exploration and play. As infants grow, they begin to 
explore the world beyond their caregivers. Parents should encourage 
this exploration. While many of us think of learning as simply acquiring 
facts, children actually learn through playing. 

6. Make television watching selective. Watch television with your child, 
and talk about what you are viewing. Don't use TV as a baby-sitter. 

7. Use discipline as an opportunity to teach. In addition to consistent 
and loving adult supervision, teach your child limits. Never hit or shake 
a child. 

8. Recognize that each child is unique. Children grow at different rates. 
Their ideas and feelings about themselves reflect, in large measure, 
parents' and caregivers' attitudes towards them. 

9. Choose quality child care and stay involved. Frequently visit your 
child care provider and seek someone who responds warmly and 
responsively to your baby's needs. 

10. Take care of yourself. 



Source: I Am Your Child campaign. 



Part 2. indicators of the Well-Being 
of Young Children 

The National Education Goals Panel was created in 1990 to report 
national and state progress toward the National Education Goals, the 
first of which is that all children in America will start school ready to 
learn. The Panel struggled to define the elements of early learning and 
development thought to make a child ready to learn — health and physi- 
cal development; emotional well-being and social development; approach- 
es to learning; language use and communication skills; and cognition and 
general knowledge. Because no direct measures of these qualities currently 
exist, the National Education Goals Panel annually reports data regarding 
health, family activities, and preschool experiences — all measuring 
progress toward the three objectives associated with Goal 1. 

This special Goal 1 report presents the latest data available on the 
full set of Goal 1 indicators, and supplements them with new information 
about children from birth to age 2. The chart on page 9 summarizes the 
data that are included in this report, and indicates whether the data pre- 
sented are national-level or state-level and whether they measure children 
at birth to 2, or 3 to 5 years of age. 

In the year 2000, the target date for attainment of the National 
Education Goals and the conclusion of the 1 Am Your Child campaign, 
the Panel plans to reissue this special report. It is our hope that we can 
then report more mothers receiving prenatal care; fewer infants bom at 
low birthweight or with other health risks; more toddlers fully immunized; 
more parents reading and telling stories to their children; more supports 
and training for parents; greater access to day care and preschools; and 
higher quality day care and preschool services. The National Education 
Goals Panel and the 1 Am Your Child campaign working alone cannot 
guarantee such changes, but they are possible. Working together, 
Americans can make a difference for young children. 



Indicators of National and State Progress 
toward Goal 1 
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Health 

Indicator 1. Prenatal Care 

Parents play a critical role in achieving the National Education Goals, 
and parents’ behavior (even before the birth of their children) can be an 
important determinant of how well their children will do in school. The 
first three months of pregnancy, or the first trimester, is the most critical 
period of fetal development. Mothers who receive early and continuous 
prenatal care are more likely to follow a nutritious diet; gain an adequate 
amount of weight; abstain from smoking, alcohol, drugs, and other harm- 
ful substances; and give birth to a baby who is above the standard for low 
birthweight (that is, at or above 5.5 pounds). 

However, a mother who receives no prenatal care is three times more 
likely to deliver a low-birthweight baby than one who has received appro- 
priate prenatal care. 1 The percentage of U.S. mothers who began prenatal 
care during their first trimester of pregnancy increased substantially in the 
late 1970s, but has leveled off since 1980. In 1995, 81% of all mothers 
received early prenatal care, compared to 87% for Whites, 80% for 
Asian/Pacific Islanders, 71% for Hispanics, 70% for Blacks, and 67% for 
American Indians/Alaskan Natives (see Exhibit 1). 

The percentage of mothers who received early prenatal care in 1995 
ranged from 90% in the best states to 60% in the worst states (see Table 
1). The best states were New Hampshire and Rhode Island (both at 90%), 
Maine and Massachusetts (both at 89%), and Connecticut and Maryland 
(both at 88%). 



Exhibit 1: Prenatal Care 

Point at which mothers first began prenatal care in 1995 



All mothers 



First trimester 




American Indian/ 
Alaskan Native 




Asian/Pacific 

Islander 




Black 



Hispanic 




White 




2 % 



■ During 1st trimester dl During 2nd trimester [3 During 3rd trimester 

or never 



See pp. 35*36 for definitions, sources, and technical notes. 



Percentages may not add to 100% due to rounding. 



In 1995, 81% of mothers began prenatal 
care during their first trimester of pregnancy; 
14% did not begin prenatal care until their 
second trimester; and 4% did not begin 
prenatal care until their third trimester or 
received no prenatal care at all. 
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Indicator 2. Birthweight 

Infants are considered low birthweight if they weigh less than 5.5 
pounds at birth, and very low birthweight if they weigh less than 3.3 
pounds. Low birthweight is a condition that may increase a child’s risk 
of developing health, learning, and behavioral problems later in life. 

In a study of children aged 4 to 17, children who were bom at low birth' 
weight were more likely to be enrolled in special education classes, to 
repeat a grade, or to fail school than children who were bom at a normal 
birthweight. 2 Low birthweight is also a condition that disproportionately 
affects some racial/ethnic groups. Black infants are twice as likely as 
others to be born at low-birthweight, and among Hispanic subgroups, 
low birthweight is most common among Puerto Rican infants. 3 

Factors that may contribute to low birthweight include low weight 
gain during pregnancy, alcohol consumption, illicit drug use, and smoking. 4 
According to studies reviewed by the U.S. Department of Health and 
Human Services, smoking is associated with 20 to 30% of the low birth' 
weight births in the United States. 5 

In 1995, 7% of all U.S. infants were bom at low birthweight (see 
Exhibit 2). The proportion of low-birthweight infants was also 7% for 
American Indians/Alaskan Natives and Asian/Pacific Islanders, and 6% 
for Hispanics and Whites. The proportion of Black infants who were 
bom at low birthweight, however, was 13%. 

The percentage of infants born at low birthweight in 1995 ranged from 
5% in the best states to 13% in the worst states (see Table 2). The best 
states were Alaska, North Dakota, Oregon, Vermont, and Washington 
(all at 5%). 




Exhibit 2: Birthweight 

Percentage of births above and below 5.5 and 3.3 pounds, 1995 




94% 94% 




All births American 


Asian/ 


Indian/ 


Pacific 


Alaskan 


Islander 


Native 





Black Hispanic White 



| At or above 5.5 lbs. Q Between 5.5 and 3.3 lbs. 



[Q At or below 3.3 lbs. 



See pp. 35-36 for definitions, sources, and technical notes. 



In 1995, 93% of infants born in the United 
States were above the standard for low birth- 
weight (5.5 pounds); 7% were below the stan- 
dard. Black infants were twice as likely as 
those from other racial/ethnic groups to be 
born at low birthweight. 
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Indicator 3. Children's Health Index 

In addition to tracking national and state progress on individual indicators 
of children’s health at birth, the National Education Goals Panel tracks 
national and state progress on an index that combines several indicators 
of children’s well-being. Four birth characteristics linked to children’s later 
health, behavior, and academic achievement have been combined into a 
Children’s Health Index to monitor the general status of the nation’s chil- 
dren. The at-birth health risks are: 

• Late (third trimester) or no prenatal care; 

• Low maternal weight gain (less than 21 pounds); 

• Mother smoked during pregnancy; and 

• Mother drank alcohol during pregnancy. 

It is important to note that while the Children’s Health Index is a very 
useful population statistic for monitoring the general status of the nation’s 
children, it is not intended to be used as a predictor of any individual child’s 
potential for school success. Absence of the four at-birth health risks does 
not necessarily mean that a child will be well prepared for the challenges 
of formal schooling. Moreover, children who are bom with one or more 
risks are not necessarily destined for academic failure. What is of increas- 
ing concern, however, is the proportion of children bom in the United 
States with multiple risk factors, and the cumulative deleterious effects 
of those risk factors on their school performance. 

In 1995, 34% of all U.S. infants were bom with one or more of the four 
health risks (see Exhibit 3). Six percent were bom with two or more, and 
1% were born with three or more. American Indian/Alaskan Native 
infants and Black infants were more likely than others to be born with 
one or more risks. 

At the state level, the percentage of infants born in 1995 with one 
or more health risks ranged from 24% in the best states to 42% in the 
worst states (see Table 3). The best states, in which the smallest propor- 
tions of children were bom with one or more risks, were Hawaii (24%), 
Connecticut (25%), and Maryland, Minnesota, New Jersey, and Texas, 

(all at 29%). 

The promising news is that over time, the United States has been 
successful in reducing the proportion of infants born with one or more 
health risks. Between 1990 and 1995, the percentage has decreased from 
37% to 34%, which represents a difference of at least 61,900 children 
who were bom with a healthier start in life. Increased efforts by parents 
and by health and social service agencies will be required to reduce the 
proportions of at-risk infants still further. 
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Exhibit 3: Children's Health Index 

Percentage of infants born in the U.S. with any of the following health risks: 
mother received late or no prenatal care; low maternal weight gain; smoking by 
mother during pregnancy; or alcohol use by mother during pregnancy, 1995 




In 1995 , about one-third of all infants 
born in the United States began life with 
one or more factors (such as low mater- 
nal weight gain or tobacco/alcohol use 
by their pregnant mothers) that are con- 
sidered risks to their long-term health 
and educational development. 
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Indicator 4. Immunizations 

One of the most important preventive actions parents can take to see that 
their children receive the “health care needed to arrive at school with 
healthy minds and bodies” specified in the third objective for this Goal, is 
to make certain that they are fully immunized against nine preventable 
childhood diseases: diphtheria, tetanus (lockjaw), pertussis (whooping 
cough), measles, mumps, rubella (German measles), polio, hepatitis B, and 
hib (Haemophilus influenzae type b, a cause of meningitis). 

Measles, as the National Center for Health Statistics points out, is an 
example of a dangerous, yet preventable, disease that should be fairly easy 
for the United States to control because a vaccination has been available 
since 1963. 6 Immunizations against measles actually can help protect chil- 
dren against other diseases, malnutrition, and disabling conditions, such as 
deafness and blindness. 7 Yet despite the availability of a measles vaccine, 
outbreaks of measles increased sharply at the turn of the decade, from 
approximately 3,400 cases in 1988 to nearly 28,000 cases in 1990.® 

Data collected by UNICEF indicate that the United States compares 
favorably to nations such as Japan, France, and Australia in the percent- 
age of its 1 -year-olds who are immunized against measles, but the U.S. is 
also at or below the measles immunization levels in a number of develop- 
ing nations such as Pakistan, Thailand, Panama, Zimbabwe, and 
Colombia. Among industrialized nations, the U.S. ranks 21st out of 28. 9 

The American Academy of Pediatrics recommends a regular series of 
immunizations and booster shots to protect children completely against 
preventable diseases, beginning at birth and continuing through young 
adulthood. The good news is that by age 5 most children in the United 
States have been immunized, because immunizations are required by near- 
ly all states for school entry. In 1990, child immunization rates at the time 
of entry into either kindergarten or first grade were 97% for polio and 
diphtheria-tetanus-pertussis, and 98% for measles, mumps, and rubella. 10 

However, the bad news is that only slightly more than three-fourths of 
younger U.S. children (between the ages of 1.5 and 3) were fully immu- 
nized in 1996 (see Exhibit 4). Increased efforts must target this age group 
because nearly all U.S. children have been weaned by this age and are no 
longer protected by their mothers’ antibodies against infectious diseases. 

At the national level, low-income children and Black children are less 
likely to be fully immunized than others, but each individual state and 
locality must determine which populations of children are at greatest risk 
in order to target their immunization efforts appropriately. The percentage 
of 2-year-olds who were fully immunized in 1996 ranged from 88% in the 
best states to 64% in the worst states (see Table 4). The best states were 
Connecticut (88%), and Maine and Massachusetts (both at 87%). 
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Exhibit 4: Immunizations 

Percentage of 2-year-olds who completed their basic immunization series for 
selected diseases, 1996 



Measles/Mumps/Rubella 




H Immunized 

See pp. 35-36 for definitions, sources, end technical notes. 



Diptheria-tetanus-pertussis/ 

Diptheria-tetanus 




| | Not immunized 



In 1996, slightly more than three- 
fourths of all 2-year-olds had been 
fully immunized against major 
childhood diseases. 




State Level Data 

Table 1 

i Prenatal Care 

! 



National Average 

In 1995, 81% of all U.S. mothers 
began prenatal care during 
their first trimester of pregnancy. 



Range of States 

In 1995, the percentage of mothers 
who began prenatal care during their 
first trimester of pregnancy ranged from 
90% in the best states to 60% in the 
worst states. 



Best States 




New Hampshire 


90% 


Rhode Island 


90% 


Maine 


89% 


Massachusetts 


89% 


Connecticut 


88% 


Maryland 


88% 



Table 2 



| Birthweight 
National Average 

In 1995, 7% of all infants born in 
the U.S. were at low birthweight 
(below 5.5 pounds). 



Best States 




Alaska 


5% 


North Dakota 


5% 


Oregon 


5% 


Vermont 


5% 


Washington 


5% 



Range of States 

In 1995, the percentage of infants 
born in the U.S. who were low 
birthweight ranged from 5% in 
the best states to 13% in the 
worst states. 




State Level Data 

Table 3 

Children's Health Index 



National Average 

In 1995, 34% of all children were 
born with 1 or more health risks 
(mother received late or no prenatal 
care; low maternal weight gain; or 
smoking or alcohol use by mother 
during pregnancy). 

Range of States 

In 1995, the percentage of children 
born in the U.S. with one or more 
health risks ranged from 24% in the 
best states to 42% in the worst state 



Best States 




Hawaii 


24% 


Connecticut 


25% 


Maryland 


29% 


Minnesota 


29% 


New Jersey 


29% 


Texas 


29% 



Table 4 


Immunizations 






National Average 


Best States 




In 1996, 78% of all 2-year-olds 


Connecticut 


88% 


were fully immunized. 


Maine 


87% 




Massachusetts 


87% 



Range of States 

In 1996, the percentage of 2-year-olds 
who were fully immunized ranged 
from 88% in the best states to 64% in 
the worst states. 
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Family-Child Activities 

Indicator 5. Family-Child Reading 

Early, regular reading to children is one of the most important activities 
parents can do with their children to improve their readiness for school, 
serve as their child’s first teacher, and instill a love of books and reading. 
Reading to children familiarizes them with story components such as char- 
acters, plot, action, and sequence (“Once upon a time...,” “...and they 
lived happily ever after”), and helps them associate oral language with 
printed text. Most important, reading to children builds their vocabularies 
and background knowledge about the world. 

Despite the acknowledged importance of reading to children, only 45% 
of children below the age of 3 and 56% of 3- to 5-year-olds were read to 
daily during 1995-1996 (see Exhibit 5). Parents who had completed high- 
er levels of education were more likely to report that they read to their 
preschoolers daily. 
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Exhibit 5: Family-Child Reading 

Percentage of children whose parents read to them every day, 1995-1996 



0- to 2-year-olds 



3- to 5-year-olds 



■ All 

I I Parents had less than 
high school education 

^ Parents were 

high school graduates 
or had some college 

Parents were 
college graduates 




0% 20% 40% 60% 80% 100% 



See pp. 35-36 for definitions, sources, and technical notes. 



During 1995-1996, 45% of all children aged 2 
and younger and 56% of all 3- to 5-year-olds 
were read to daily by parents or other family 
members. 
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Indicator 6, Other Family-Child Language and 
Literacy Activities 

Telling stories is another important way that parents can participate in 
shared literacy activities with their children. In fact, in some cultures 
storytelling and oral traditions play a more central role than reading 
books aloud. 11 Visiting a library is another beneficial early language and 
literacy activity that preschoolers can do with their families. Yet in 1996, 
fewer than 6 out of 10 children aged 3 to 5 were told stories regularly by 
their parents, and fewer than 4 out of 10 had visited a library on a regular 
basis (see Exhibit 6). Parents with higher levels of education were more 
likely to do both types of literacy activities with their preschool-aged 
children regularly. 

Some reading experts argue that successful achievement of Goal 1 is 
contingent upon achievement of the second National Education Goal 
(increasing the high school completion rate) and the sixth National 
Education Goal (increasing the proportion of adults who are literate). 

In other words, if we do not simultaneously increase the educational 
levels and reading skills of parents, then we cannot possibly hope to 
improve the school readiness of children. 

A number of recent studies provide strong support for this argument. 

In 1996, parents who were college graduates reported that they read daily 
to their preschool-aged children at more than twice the rate of parents 
with less than a high school education. 12 Moreover, college-educated par- 
ents were more than three times as likely to report that they had recently 
taken their 3- to 5-year-olds to the library. National reading achievement 
results from 1992 found that students in Grades 4, 8, and 12 whose par- 
ents had completed higher levels of education consistently outperformed 
classmates whose parents did not have a high school diploma. 13 

Most revealing is the fact that parents’ educational attainment continues 
to be a strong predictor of reading and writing abilities even after children 
reach adulthood. On average, adults whose parents had completed high 
school or beyond scored 1 to 1.5 levels higher on English literacy tasks 
in 1992 than adults whose parents had never completed high school. 14 
If the intergenerational link between parents’ educational attainment 
and children’s literacy skills is as strong as these and other studies suggest, 
approaches that support the development of both adult and child literacy 
skills may merit increased attention if we are to achieve Goal 1. 
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Exhibit 6: Other Family-Child Language and 
Literacy Activities 

Percentage of 3- to 5-year-olds whose parents engaged in language and literacy 
activities with them regularly, 1996 



100 % 




Told a story 3 or Visited a library one 

more times in the or more times in the 

previous week previous month 



■ All 

O Parents had less 
than high school 
education 

See pp. 35-36 for definitions, sources, end technical notes. 



B Parents were high school 
graduates or had some college 
□ Parents were college graduates 



During 1996, 55% of all 3- to 5-year-olds 
were told stories several times per week, 
while fewer (37%) visited a library one or 
more times a month. 




Indicator 7. Support for Families of Preschoolers 

The second objective for Goal 1 acknowledges that in order for parents 
to succeed as their child’s first teacher, they should have access to the 
training and support that they need. Training and support can take many 
different forms, such as courses taught by pediatric nurses for expectant 
parents on infant care; support groups offered by local school districts for 
parents of children with special needs; information distributed by libraries 
on child development; classes offered by hospitals and YMCAs on emer- 
gency CPR and first aid for infants and toddlers; or home visits from 
social workers, speech and language therapists, or other early childhood 
professionals. 

Relatively few parents of 3- to 5-year-olds participated in these kinds 
of training and support activities in 1996 (see Exhibit 7). Only 12% 
reported that they had attended a parenting class since the beginning 
of the school year, and only 11% reported that they had attended support 
groups to help with parenting. Thirteen percent reported that they had 
gone to a family support center, and 8% reported receiving more than 
one home visit from someone trained to talk about raising children. 




Exhibit 7: Support for Families of Preschoolers 

Percentage of parents of 3- to 5-year-olds who participated in parent support 
activities, 1996 



Since the beginning of the 
school year, has parent attended... 

a parenting class? 

any support groups to 
help with parenting? 

Has parent ever... 




gone to a family 
support center? 

received more than one home 
visit from someone trained to 
talk about raising children? 




0 % 20 % 40 % 60 % 80 % 



See pp. 35-36 for definitions, sources, and technical notes. 



In 1996, fewer than one in seven parents of 3- 
to 5-year-olds participated in parenting class- 
es and other types of parent support activities. 




100 % 



27 



Preschool Experiences 

Indicator 8. Preschool Participation 

The first objective for Goal 1 specifies that “all children will have access 
to high-quality and developmentally appropriate preschool programs that 
help prepare children for school.” The goal is not that all 3- to 5-year-olds 
will attend preschool, because experts agree that the decision to send a 
child to preschool should be based on informed parental choice. Instead, 
the goal is to eliminate obstacles to participation for those parents who do 
want to send their child to preschool. One of the most obvious barriers to 
participation is family income. 

Studies show that high-quality preschool programs can accelerate the 
development of all children, and poor children in particular. 15 However, 
children from low-income families are the least likely to attend early care 
and education programs (see Exhibit 8). In 1996, 55% of 3- to 5-year-olds 
and 12% of infants and toddlers below age 3 attended preschool. (These 
percentages include children enrolled in nursery schools, prekindergarten 
programs, preschools, day care centers, and Head Start, as well as children 
with disabilities enrolled in preschool. They do not include 5-year-olds 
enrolled in kindergarten.) 

Children from families with household incomes of more than $75,000 
attended preschool at roughly twice the rate of children from families with 
household incomes of $10,000 or less. This was true for 3- to 5-year-olds, 
as well as for infants and toddlers. Although preschool enrollments have 
increased over the past twenty years for children regardless of family 
income, the gap between rich and poor has actually widened over time. 
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Exhibit 8: Preschool Participation 

Percentage of children enrolled in preschool, 1995-1996 




See pp. 35-36 for definitions, sources, and technical notes. 



During 1995-1996, young children from families 
with household incomes of more than $75,000 
attended preschool at roughly twice the rate 
of children from families with household 
incomes of $10,000 or less. 



Indicator 9. Quality of Preschool Centers 

Enrolling a child in preschool is no guarantee, of course, that he or 
she will be better prepared for the challenges of formal schooling, unless 
there is assurance that the preschool program is of high quality. Although 
we know a great deal about the factors that influence the quality of 
preschool settings, such as highly trained teachers, low staff turnover, 
small class size, and low child/staff ratios, we lack a comprehensive, 
regularly updated, national measure of the quality of preschool care 
that children are receiving in this country. 

More than two-thirds of all states do not require child care center 
teachers to complete any specialized preservice training, and three- 
fourths either do not require or do not regulate preservice training for 
family child care providers. 16 While the majority of preschool center 
teachers in the United States did have some child-related training in 
1990, only about one- third had teacher training, and only one-fourth 
held a Child Development Associate credential, as recommended by the 
National Association for the Education of Young Children (see Exhibit 
9). Preschool centers were more likely to meet recommended standards 
of program quality for group size and child/staff ratios for 3- to 5-year-olds 
than for infants and toddlers. Achieving Goal 1 and ensuring that all 
children start school ready to learn will require dramatic improvements 
in both preschool program quality and teacher training. 
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Exhibit 9: Quality of Preschool Centers 

Characteristics of preschool centers and teachers, 1990 



“ZEST* Some child- 

' ith . related training 

caregivers with: 3 

Teacher training 

Child Development 
Associate (CDA) credential 



llii§l 24% 



Percentage of 
centers that did 
not exceed the 
maximum 
acceptable 
group size 
for children: 



Percentage of 
centers that did 
not exceed the 
maximum 
acceptable 
child/staff ratios 
for children: 



0 to 5 months £ 
6 to 11 months 
12 to 17 months 
18 to 23 months 
24 to 29 months 
30 to 35 months Ej 

3 years old 

4 years old 

5 years old 



0 to 5 months 
6 to 11 months 
12 to 17 months 



30 to 35 months 

3 years old 

4 years old 

5 years old 












]36% 






1 



93% 






75% 



7i% 



63% 



1 1 47% 



I 






fit ■ '* 



83% 



8iy ° 



T 






T 

72% 






58 % 



65% 



50% 



18 to 23 months 41% 

24 to 29 months &II 43% 



WESMM 37 % 



I 



lipsppi 75% 

ii 68% 



mm 






j’tsyt..; 






0% 20% 40% 60% 80% 100% 



See pp. 35-36 for definitions, sources, and technical notes. 



In 1990, preschool centers were more likely to meet 
recommended standards for group size and child/staff 
ratios for 3- to 5-year-olds than for infants and toddlers. 




Indicator 10. Quality of Home-Based Preschool Settings 

Information on the quality of home-based, or family, preschool settings 
is even more limited than the information available on center-based 
preschool programs. In 1990, caregivers in home-based preschool settings 
were less likely than teachers in preschool centers to have child-related 
training and a Child Development Associate credential (see Exhibit 10). 
We also know that home-based preschool settings were more likely to 
meet recommended standards of program quality for group size when 
children were of similar ages than when children were of mixed ages 
within a group. However, no information concerning general teacher 
training and child/staff ratios is available for home-based preschool 
settings that is comparable to the information collected on preschool 
centers. 



erJg 



Exhibit 10: Quality of Home-Based 
Preschool Settings 

Characteristics of regulated home-based preschool settings and regulated family 
day care providers, 1990 
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See pp. 35-36 for definitions, sources, and technical notes. 



Caregivers in home-based preschool settings 
were less likely than teachers in preschool 
centers to have child-related training and a 
Child Development Associate credential. 
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Conclusions 

These data present a statistical snapshot of the well-being of young 
children. They confirm that current conditions for young children are 
far from ideal. Too many begin life with avoidable health risks. Too few 
are regularly engaged in supportive activities at home with their families. 
And far too many do not have the opportunity to participate in high- 
quality early care and education programs in safe, caring environments 
that support their continual development. 

It is the shared hope of the National Education Goals Panel and the 
I Am Your Child campaign that by the year 2000, this statistical snapshot 
will have improved. When the Panel issues its follow-up report, we hope 
that the combined efforts of the Panel and the I Am Your Child campaign 
will allow us to see many improvements in the well-being of young chil- 
dren, including: 

• more mothers receiving early prenatal care; 

• fewer infants born at low birthweight or with other 
kinds of health risks; 

• more toddlers who are fully immunized; 

• more parents who read and tell stories regularly to their 
preschool-aged children, and take them to the library; 

• more widespread training and support for parents; 

• greater access to preschool, especially for low-income 
families; and 

• improvements in the quality of preschool centers 
and home-based preschool settings. 

The Goals Panel urges the public and policymakers to take action 
and gather information from many sources. A wide array of materials 
on general education, early childhood education, and state initiatives 
are available from the organizations listed on the next page. 



Additional Sources of Information 



I Am Your Child 

1010 Wisconsin Avenue, NW 
Suite 800 

Washington, DC 20007 
202-338-4385 

http://www.iamyourchild.org 

National Education Goals Panel 
1255 22nd Street, NW 
Suite 502 

Washington, DC 20037 

202-724-0015 

http://www.negp.gov 

National Governors' Association 
Hall of the States 
444 North Capitol Street 
Suite 267 

Washington, DC 20001-1512 

202-624-5330 

http://www.nga.org 



National Conference of State 

Legislatures 
1560 Broadway 
Suite 700 
Denver, CO 80202 
303-830-2200 
http://www.ncsl.org 

Bush Center in Child Development 
and Social Policy 

Not By Chance: Creating an Early 

Care and Education System for 

American Children 

Yale University 

310 Prospect Street 

New Haven, CT 06511-2188 

203-432-9931 
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Notes and Sources for Part 2 
Exhibits and Tables 

Exhibit 1 and Table 1: Prenatal Care 

Prenatal care refers to the first visit for health care services during pregnancy. 

Race/ethnicity refers to the race of the mother. Data for Blacks and Whites do not include 
Blacks or Whites of Hispanic origin. Data for Hispanics are shown only for states with an 
HispaniC'Origin item on their birth certificates. 

Source: U.S. Department of Health and Human Services, unpublished tabulations from 
Division of Vital Statistics, National Center for Health Statistics; prepared by Westat, 
Inc., July 1997. 

Exhibit 2 and Table 2: Birthweight 

Race/ethnicity refers to the race of the mother. Data for Blacks and Whites do not include 
Blacks or Whites of Hispanic origin. Data for Hispanics are shown only for states with an 
HispaniC'Origin item on their birth certificates. 

Source: Ibid. 

Exhibit 3 and Table 3: Children's Health Index 

Risks are late (in third trimester) or no prenatal care; low maternal weight gain (less than 
21 pounds); mother smoked during pregnancy; or mother drank alcohol during pregnancy. 
The National Center for Health Statistics notes that alcohol use during pregnancy, which 
is one of the measures used by Westat, Inc., to calculate the Children’s Health Index, is 
likely to be underreported on the birth certificate. 

Data for Blacks and Whites do not include Blacks or Whites of Hispanic origin. 

The percentages of infants at risk are based on the number of births used to calculate the 
health index, not the actual number of births. The percentage of complete and usable 
birth records used to calculate the 1995 health index varied from a high of 99.78% to a 
low of 69.24%. Four states (California, Indiana, New York, and South Dakota) did not 
collect information on all four risks in 1995. These states and the territories are not 
included in the U.S. total. 

Source: Nicholas Zill and Christine Winquist Nord of Westat, Inc., developed the con- 
cept of the Children’s Health Index. Stephanie Ventura and Sally Clarke of the National 
Center for Health Statistics provided the special tabulations of the 1995 birth certificate 
data needed to produce the index, July 1997. 

Exhibit 4 and Table 4: Immunizations 

For this purpose, two'year'olds are defined as children 19 to 35 months of age. 

The percentage of immunizations for measles/mumps/rubella is one dose of measles 
or measles/mumps/rubella vaccine. The percentage for diphtheria'tetanus'pertussis/ 
diphtheria^tetanus is three or more doses of vaccine. The percentage for polio is three 
or more doses of vaccine. Complete immunizations include four doses of diphtheria' 
tetanus 'pertussis vaccine, three doses of polio vaccine, and one dose of measles or 
measles/mumps/rubella vaccine. 

Source: Centers for Disease Control and Prevention, Morbidity and Mortality Weekly 
Report, July 25, 1997. 

General Notes for Exhibits 5-8 

The percentage of children excludes those enrolled in kindergarten. 

“Parents” includes the child’s parent or another family member. 

Data for 0' to 2'year'dds are from the 1995 National Household Education Survey 
(NHES); data for 3 - to 5'year'olds are from the 1996 NHES. Age from the 1995 survey 
was established as of December 31, 1994. Age from the 1996 survey was established as of 
December 31, 1995. 
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Exhibit 5: Family-Child Reading 

Source: U.S. Department of Education, National Center for Education Statistics, Nation- 
al Household Education Survey: 1996 Parent Interview and 1995 Program Participation 
Interview, unpublished tabulations prepared by Westat, Inc., June 1997. 

Exhibit 6: Other Family-Child Language and Literacy Activities 

Data for 0- to 2-year-olds were not available for either the “told story” or “visited library” items. 

Source: U.S. Department of Education, National Center for Education Statistics, Nation- 
al Household Education Survey: 1996 Parent Interview, unpublished tabulations prepared 
by Westat, Inc., June 1997. 

Exhibit 7: Support for Families of Preschoolers 

Source: Ibid. 



Exhibit 8: Preschool Participation 

Preschool includes nursery schools, prekindergarten programs, preschools, day care 
centers, and Head Start (3- to 5-year-olds only). 

Source: U.S. Department of Education, National Center for Education Statistics, Nation- 
al Household Education Survey: 1996 Parent Interview and 1995 Program Participation 
Interview, unpublished tabulations prepared by Westat, Inc., June 1997. 

Exhibit 9: Quality of Preschool Centers 

The term “preschool centers” includes all licensed center-based early education and care 
programs, as well as religious-sponsored, part-day, and school-based preschool programs 
that are exempt from licensing. Licensed before- and after-school programs are not included. 

A Child Development Associate (CDA) credential is awarded by the Council for Early 
Childhood Professional Recognition, National Credentialing Program to individuals who 
have demonstrated competency in six established goal areas. Within a center-based set- 
ting, a person who demonstrates competence working with children aged 3 to 5 is a CDA 
with a Preschool Endorsement. The National Association for the Education of Young 
Children (NAEYC) recommends that staff in charge of a group of preschool children have 
at least a CDA credential or an associate degree in Early Childhood Education/Child 
Development. 

The maximum acceptable group size recommended by the National Association for the 
Education of Young Children (NAEYC) is 8 for infants, 12 for 1- to 2-year-olds, and 20 for 
3- to 5-year-olds. 

The maximum acceptable child/staff ratio is 10 children per staff member for groups con- 
taining 3- to 5-year olds only; 6 children per staff member for groups containing 2-year- 
olds only; and 4 children per staff member for groups containing infants and 1 -year-olds 
only. NAEYC standards include an acceptable range of practice on these variables. The 
figures reported are based on the maximum acceptable numbers, rather than the optimal 
numbers. Some states also set their own standards in these areas. 

Source: Ellen Eliason Kisker, Sandra L. Hofferth, and Deborah A. Phillips, Profile of 
Child Care Settings Study: Early Education and Care in 1990, submitted to the U.S. 
Department of Education, Office of Planning, Budget, and Evaluation (Princeton, NJ: 
Mathematica Policy Research, Inc., 1991), and unpublished tabulations, 1992. 



Exhibit 10: Quality of Home-Based Preschool Settings 

Regulated home-based preschool settings include all family day care programs that are 
registered, certified, or licensed by state or county government agencies. 

Data on teacher training for regulated family day care providers are not available. 

The standard for group size recommended by Health, Education, and Welfare Day Care 
Requirements for regulated family day care providers without helpers who care for chil- 
dren who are all under age 2 within a group is 3. The group size standard for all children 
aged 2 and above within a group is 6, and the standard for a group of children of mixed 
ages within a group is 5. 

See technical note regarding the Child Development Associate (CDA) credential under 
Exhibit 9. 



Q urce: Ibid. 
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